In 1986 there was a public warning in the United Kingdom about a link between the consumption of aspirin and Reye's syndrome. To find out if the use of aspirin and paracetamol in children had altered, and whether the incidence of Reye's syndrome had changed since a previous study, parents were interviewed in Belfast and London, and the British Reye's Syndrome Surveillence System data were reviewed. Children with febrile ilinesses were 17 times more likely to have received aspirin before admission to hospital in 1985/6 compared with 1988/9. Only 21 Belfast parents (40%) and 13 London parents (27%) had heard of Reye's syndrome and only 12 in Belfast (23%) and seven in London (15%) knew of its association with aspirin, suggesting a continuing need for public education. Cases of Reye's syndrome declined both in numbers (from a peak of 79 in 1983/4 to 19 in 1988/9) and in median age. Of the 418 reported cases, the diagnosis was subsequently revised in 89, most often (in 31 of 89, 36%) to 'inborn errors of metabolism'.
The precise aetiology of Reye's syndrome, a severe encephalopathy of childhood that is complicated by selective hepatic dysfunction,' is unknown but believed to be multifactorial. Parents of children admitted to hospital with acute febrile illnesses were interviewed on the wards using a standard structured questionnaire. The two hospitals, one in Belfast and the other in London, were the same as those used for ascertainment of a comparison group in the earlier British study.9 In Belfast the interviews took place between January and November 1988, and were conducted by a paediatrician. In London, subjects were interviewed between January 1988 and March 1989 either by an epidemiologist or by one oftwo medical students.
Demographic data were collected and the occupation of the parent (or head of the household) was used to judge social class. " Information about symptoms before admission, consultations with the general practitioner, and what drugs had been taken (both prescribed and given by parents) was collected using the same format as in the earlier study.9 In addition, parents were asked whether they had changed the drugs they used to treat childhood febrile illness during the previous two years and if so for what reasons; whether they had heard of a disease called Reye's syndrome; and whether they knew if aspirin was associated with bleeding from the stomach, ringing in the ears, diarrhoea, or Reye's syndrome.
Coded data from the questionnaires from both centres were analysed at the Public Health Laboratory Service (PHLS) Communicable Disease Surveillance Centre (CDSC). Odds ratios were calculated and x2 or Fisher's exact test of probability were applied where appropriate.
Ethical approval for the two surveys was obtained from relevant research ethics committees. The study data were compared with those obtained from comparison patients in the earlier British study of risk factors in Reye's syndrome to assess the comparability of the two groups, and to see if there had been any significant changes in which drugs were used before admission. 9 The following symptoms were assessed: being generally unwell, or having a runny nose, earache, cough, fever, anorexia, vomiting, abdominal pain, irritability, drowsiness, and loss of conciousness. One hundred and one parents were interviewed, 53 in Belfast and 48 in London. The ages of the children ranged from 6 weeks to 11 years, 49 being girls and 52 boys. The age range, mean age, sex distribution, parental occupation, and social class were similar in the two study populations but ethnic distribution was different, reflecting the larger non-white population in London (table 1) .
Medical advice about symptoms before admission was sought by more of the parents in Belfast compared with those in London (table  2) , but no differences in prescribing practices by general practitioners was observed. There was five times as much use of the parents' choice of drug in Belfast as in London, which was accounted for by paracetamol being given more often in the three weeks before admission Table 4 shows trends in annual totals of cases of Reye's syndrome, with a peak in 1983/4 followed by a consistent gradual decline, which became pronounced in 1988/9. This trend was not seen in the revised diagnosis group.
Reports from Northern Ireland are shown separately in table 4 because case ascertainment from the province has been complete and consistent since the inception of the reporting scheme because of the special interest of one of us (JFTG) in Reye's syndrome. The sharp decline in incidence since 1984 (in contrast to the previous excess incidence compared to the rest of the British Isles shown in the table, has also been reported elsewhere. '4 There was also a change in the age distribution of the non-revised cases of Reye On the other hand, from the reports of unrevised diagnoses ofReye's syndrome in young infantssometimes with a suggestive family history-it seems that awareness of these metabolic disorders is still low. These two confounding influences do not apply to reporting from Northern Ireland, where numbers have declined since the peak in 1983/4. Furthermore, there has been no concomitant increase in children with 'Reye-like' disorders, nor of inborn errors of metabolism subsequently, who would have fulfilled the Reye's syndrome criteria in spite of continuing efforts by a research team actively monitoring this area (JFT Glasgow, unpublished observations).
It has been suggested that Reye's 'syndrome' is a heterogeneous group of disorders, some with identifiable causes such as inborn errors of metabolism, some with an as yet undefined cause (primary or idiopathic Reye's syndrome), and others-for example as a result of the combined effects of a viral infection and aspirin treatment.'9 Inborn errors that mimic Reye's syndrome are more likely to present in early life, whereas primary Reye's syndrome is more likely to appear later when infection with influenza or varicella are at a peak. The 'Reye score' of patients in the risk factor study9 was related to age: more cases aged over 10 years had a score of 12 or more compared with those aged under 5 years (11 of 16, 69%, compared with 23 of 70, 33%) (S M Hall, unpublished observations). The mean age of cases -reported to the BRSSS (excluding revised diagnoses) fell to 16 months in 1988/9. This trend could be associated with a reduction in older cases (primary and aspirin associated Reye's syndrome), resulting therefore in a relative increase in the proportion of younger patients with Reye's syndrome likely to have an unrecognised inborn error of metabolism.
In conclusion, this study shows that between 1986 and 1988 there has been a reduction in the use of aspirin for children with febrile illnesses admitted to a hospital in both Belfast and in London. The young age group of cases currently reported to the BPSU may suggest that in some patients alternative diagnoses-for example, inborn errors of metabolism-are being missed.
Finally, despite the decline in Reye's syndrome and the use of aspirin, many parents are still unaware of the Reye's syndrome-aspirin association, and therefore warning labels on products containing aspirin, and public education, continue to be important in prevention.
